The cola nut (Cola nitida), is a rare foreign body. Its voluntary ingestion, for ritual practices, is a situation of exceptional occurrence, and jamming it in the esophagus is a therapeutic emergency. Here, we report the case of an adult patient, with a cola nut measuring 3 cm in diameter swallowed for a ritual purpose, jammed at the bottom of his esophagus. A surgical extraction was performed by gastrostomy after a failed attempt of endoscopic extraction. There ensued a complication of a left-esophageal fistula. The various aspects of this case are analyzed in the light of the literature review.
Introduction
Esophageal ingested foreign bodies are a relatively frequent emergency, which occur more often accidentally than voluntarily [1] . The majority of foreign bodies that reach the gastro intestinal tract, true foreign objects and food bolus impactions, will pass spontaneously [1] . Their management is multidisciplinary [1] [2]; although deaths caused by foreign body ingestion have rarely been reported, mortality rates have been extremely low [1] . Their nature varies, with some rarer and more unusual than others [3] - [6] . The cola nut or Cola nitida is an exceptional foreign body reported by some authors among whom Okeowo in 1985 [7] and Akenroye in 2012 [8] . We report a case of cola nuts voluntarily ingested in a ritual purpose and which was jammed in the lower esophagus, requiring a surgical extraction.
Case Description
It is about a patient of 42, a laboratory technician, who was admitted, 20 hours after he had voluntarily ingested a cola nut, in the frame of a ritual. According to the patient, the cola nut, after it had been ingested, should have come out intact through the anus and be used to make a love potion. He said he had felt, immediately after the ingestion, an odynophagia and a jamming of the cola nut in his cervical esophagus. A few hours later, he started feeling retro sternal pain, showing signs of hypersalivation and total intermittent dysphagia. The patient had no past history of esophageal-gastric or psychiatric pathology. Upon examination, the patient appeared anxious, in good condition, with a salivary stasis in the oropharynx. His front and profile chest X-ray performed with soft rays were normal. It was then decided on an observation in the hope of a spontaneous elimination of the cola nut. The absence of elimination motivated, on the 3rd day of hospitalization, the performance of an esophageal endoscopy which found the cola nut (Figure 1(a) ) jammed in the esophagus at about 23 cm from the dental arches. All the attempts at removing it by the mouth or pushing it into the stomach failed. The day following the endoscopy, a surgical extraction of the cola nut was performed through a gastrostomy (Figure 1(b) ). It measured 3 cm in diameter (Figure 1(c) ). While an assistant was pushing the cola nut by the upper route with a CH34 Savary candle, the surgeon, with a gastrostomy, extracted the cola nut by pushing his finger upward in the esophagus. At the end of the surgery, the palpation of the lower esophagus did not show any clinically detectable pathology that may have lead to the jamming of the cola nut. However, on the other hand, an iatrogenic perforation of the esophagus was suspected. His esophagus was filled with methylene blue by the upper route. This resulted into a bluish coloration of the peri-esophageal compress, thus confirming an esophageal breach. It occurred in the lower part, located at about 8 cm from the esophageal hiatus. All attempts at suturing it was vain. A nasogastric tube was left in place. On the fourth postoperative day, an accidental fall of the nasogastric tube was observed. To avoid wrong way swallowing, it was decided not to replace the tube. Complications ensued with a bilateral pneumothorax and pleurisy (Figure 2(a) ), a mediastinitis and a left esopleural fistula (Figure 2(b) ). A triple treatment consisting of an antibiotic therapy, a bilateral pleural drainage (Figure 2(c) ), and an oxygen therapy was used. The esophageal fistula had dried up by the 35th postoperative day (39th day of hospitalization). Feeding resumed without dysphagia after a leakage checking of the esophagus through a gastroesophageal transit (Figure 2(d) ) and the patient returned to his home after 44 days of hospitalization. Patient has been reviewed after 3 months and one year. He doesen't complain any dysphagia or other esophageal symptom. 
Discussion
Ingested foreign bodies are regularly met. Most of them go spontaneously down through the digestive tract, 10% -20% require nonoperative care, and only 1% will require surgical treatment [1] . The various anatomical strictures of the esophagus are potential points of foreign bodies impaction [9] . Foreign bodies jammed in the esophagus are an emergency which can cause significant morbidity [10] . Many factors favoring impaction have been described: esophageal strictures, esophagitis, Schatzki ring, esophageal diverticula, hiatal hernia, achalasia, esophageal atresia, previous esophageal surgery [10] . Our patient had none of these factors. The only factor that may account for the blocking of the cola nut is its size. Indeed Duncan [9] and Triadafilopoulos [10] specify that the objects that exceed 2 cm in diameter cannot easily go through a normal adult esophagus. However, the nut ingested by our patient measures 3 cm in diameter. The deliberate ingestion of foreign bodies in adults is most often seen with patients presenting psychiatric disorders, prisoners, and drug traffickers [10] . Our patient had no psychiatric disorder. The purpose for the ingestion was ritual: making a love potion. This purpose was exceptionally reported. The two cases that we found on PubMed [7] [8] were observed in Nigeria, a country of West Africa, just like Benin. According to Akoegninou [11] , the Cola nitida is a plant originating from West Africa. Kouame [12] specifies that it is cultivated from Senegal to Nigeria, while Starin [13] underlines its importance and use in various aspects of life with West African communities. As for dysphagia, it is a classic symptom of esophageal obstruction. When the patient specifies the characteristics of the FB on admission, this allows to quickly plan the appropriate support. But when it comes to unusual objects like a cola nut or a calabash [8] , the patient may feel ashamed and then deny having ingested any object until the latter is evidenced. In our case, the patient stated the nature of the FB and the purpose of its ingestion. The localization of the FB in the digestive tract is desirable before attempting extraction [10] . Radiography in our patient showed no FB. This is due to the radiolucent nature of the cola nut, because of its essentially organic composition, as previously detailed by Dewole [14] . Some non-surgical methods such as the intravenous administration of glucagon and ingesting oily substances have been proposed to facilitate the spontaneous descent of esophageal FBs towards the stomach [10] . In case of failure, the flexible fiberoptic esophagoscopy with sedation or general anesthesia is the preferred method to extract the FB through the mouth or push it in the stomach with a success rate of 90%, and less than 5% complications [15] [16] . It is necessary, before starting such a procedure, to have many accessories [10] available to the endoscopist. The endoscopic fragmentation of the cola nut could have enabled its extraction [10] , this method was successfully used in a similar case described by Akenroye [8] . Surgery is the last therapeutic alternative [1] [10] . The choice of the route first depends on the seat of the FB impaction in the esophagus. Esophagotomy remains the commonest way used. However, in case of prolonged impaction of the FB as was the case in our patient, there is a peri-esophageal inflammation which makes the intraoperative localization of the FB difficult, and therefore the seat of the esophagotomy uncertain. Saha [2] suggests an intraoperative esophagoscopy to locate the seat of the impaction by transillumination and then guide the esophagotomy. Because of the low seat of the FB, an extraction by gastrostomy was performed. Many complications including esophageal perforation are described with cases of FB ingestion [10] . The duration of impaction and the size of the FB are the two main independent risk factors associated with the development of these complications [10] . Sharpness or pointedness of ingested objects, and the ischemia caused by the prolonged compression of objects with a foam texture are the two commonest mechanisms which occur regarding perforations [17] . In our patient, it was an iatrogenic complication, given the absence of signs suggestive of perforation before surgery. The non-surgical treatment of that perforation in our patient resulted in complications whose management turned out to be successful. The conservative treatment of the perforation was based on Altorjay's eligibility criteria as quoted by Rosiere [18] . Among the assessable intraoperative criteria, two were fulfilled and accounted for the conservative attitude, especially as all the attempts at identifying the location of the puncture had failed.
Conclusion
The voluntary ingestion of a cola nut for ritual purposes led to a blockage in the esophagus. The surgical extraction resulted in an esophageal wound with well advanced mediastinitis and pleural complications. The size of the FB should have been considered as its ingestion is essential for a ritual.
